Aim: Many young people at ultra-high risk (UHR) of developing psychosis exhibit marked and persistent impairments in social and occupational functioning. We aimed to explore UHR patients' subjective experiences of these difficulties and their causes.
Introduction
People who meet criteria indicating that they are at ultra-high risk (UHR) of developing a psychotic disorder typically report poor quality of life and exhibit marked impairments in their social and occupational functioning (Fusar-Poli et al., 2015; Olvet et al., 2015; Yung et al., 1996) . This includes a breakdown in peer and family relationships, vocational performance and normal daily activities (Byrne & Morrison, 2010; Hodgekins et al., 2015) . Functional impairments usually occur in adolescence or early adulthood, an important time in a young person's life for forming relationships, finishing education and starting a career (Velthorst et al., 2010) . There is evidence that a large proportion of UHR individuals continue to function poorly in the long-term regardless of symptomatic remission or transition to full-threshold psychotic disorder (Addington et al., 2011; Cotter et al., 2017a; Schlosser et al., 2012) . However, there is substantial variability in functional outcome in this group, suggesting a need to further investigate why some individuals continue to function poorly and others do not.
The identification of variables predictive of poor long-term functioning has become an important area of interest in the UHR group (Cotter et al., 2014) . Recent quantitative studies have reported that negative and disorganised symptoms, neurocognitive deficits and childhood trauma are among the strongest predictors of poor functional outcome in this population (Carrión et al., 2013; Kraan et al., 2017; Lin et al., 2011; Yung et al., 2015) . There is also evidence suggesting that social cognitive deficits, particularly in theory of mind (ToM), may be associated with functional impairment (Barbato et al., 2013; Cotter et al., 2017b) . However, many of the mechanisms involved remain poorly understood, such as the link between childhood trauma and poor long-term functional outcome (Cotter et al., 2017a; Kraan et al., 2017; Yung et al., 2015) . Further research is needed to broaden our understanding of these relationships and to identify additional factors that potentially contribute to poor functioning in this population in order to inform the development of more targeted interventions.
Qualitative research provides a tool for gaining insight into functional impairment through discussion of individuals' personal experiences. In the few qualitative studies that have examined functioning in UHR individuals, participants have voiced difficulties in their interpersonal relationships and expressed dissatisfaction with their social situation (Byrne & Morrison, 2010; Ben-David et al., 2014) . However, these studies did not examine why individuals felt this was the case or what they felt could be done to help. In this study, we aimed to explore patients' subjective experiences of these functional difficulties and their perceived causes.
Methods

Participants
Twenty participants were recruited from Early Detection and Intervention Team (EDIT) services in Northwest England. In order to be accepted into these services patients must be aged between 14-35 years, be help-seeking and meet UHR criteria according to the Comprehensive Assessment of At-Risk Mental States (CAARMS) (Yung et al., 2005) . Patients eligible for inclusion in this study were aged 16-35 and were fluent English speakers. The Greater Manchester West National Health Service Research Ethics Committee approved the study (ref:15/NW/0705). All patients provided written informed consent prior to their participation.
Procedure and assessments
Patients were initially approached with information about the study by their clinician.
The contact details of patients who expressed an interest in participating were forwarded to the research team who arranged a suitable time and mutually convenient location to meet. All interviews and assessments were conducted by the lead author (J.C.). Participants were reimbursed for their time.
Demographic information
Participants' age, gender, ethnicity, marital, vocational and living status and their highest educational qualification at the time of the assessment were recorded.
Psychopathology
All participants were assessed with the CAARMS (Yung et al., 2005) . None had developed full-threshold psychotic symptoms at the time of the interview. Positive symptoms were also assessed using the Brief Psychiatric Rating Scale (BPRS) psychotic subscale (Overall & Gorham, 1962) . Negative symptoms were assessed using the Scale for the Assessment of Negative Symptoms (SANS) (Andreasen, 1984) . Depression was assessed with the Beck Depression Inventory (BDI-II) (Beck, Steer, & Brown, 1996) .
Functioning
The Personal and Social Performance scale (PSP) was used to assess social and occupational functioning over the past month (Morosini et al., 2000) . This is an observer-rated 100-point single-item rating scale. It has anchor points at the deciles which are based on functioning in four main areas: 1) socially useful activities, including work and study; 2) personal and social relationships; 3) self-care; and 4) disturbing and aggressive behaviours. Higher scores indicate better functioning.
Social cognition and childhood trauma
Theory of Mind was assessed using the Reading the Mind in the Eyes test (Baron-Cohen et al., 2001) . Participants are presented with 36 pictures of people's eyes and asked to select the most accurate descriptor for their thoughts/feelings from a list of 4 options. History of childhood maltreatment was assessed using the brief Childhood Trauma Questionnaire (CTQ) (Bernstein et al., 2003) , a 28-item self-report instrument that assesses childhood experiences of physical abuse and neglect, sexual abuse and emotional abuse and neglect and provides a total score for overall trauma. The CTQ is routinely administered in the participating clinical services, therefore data were acquired from participants' medical records.
Qualitative interviews
We adopted a thematic approach, using qualitative individual interviews. Each interview lasted between 30-45 minutes, was audio-recorded and subsequently transcribed verbatim. A semi-structured interview format was used and was directed by the study topic guide (available on request). This was developed based on a systematic review of the UHR functioning research literature and the clinical expertise of the research team (Cotter et al., 2014) . The topic guide covered a range of different aspects of social and occupational functioning including time use, interpersonal relationships, vocational engagement, premorbid functioning and clinical treatment. A series of key questions were asked to all participants (e.g. "What is a typical day for you?", "How are you getting on with other people at the moment?"); however, the topic guide was flexible and allowed participants to discuss topics that were pertinent to them. Participants were encouraged to talk openly about their views and experiences, with the interviewer facilitating conversation with initial open questions and further prompts as necessary. After twenty participants had been interviewed, no new themes emerged and recruitment stopped.
Data analysis
Qualitative data were analysed using thematic analysis. This is a systematic but flexible approach that involves coding and establishing themes within the data in order to identify similarities and differences among participant accounts (Braun & Clarke, 2006 ). While we had prior knowledge about what drives poor functioning on the basis of previous quantitative studies, we attempted to generate codes in a 'bottom-up' manner directly from the transcripts in order to identify novel factors. NVivo qualitative software package was used to support data management and analysis. The thematic analysis was conducted in the following stages (as recommended by Braun & Clarke, 2006); 1. Transcripts were read and re-read to familiarise the researchers with the data 2. Systematic line by line coding of interesting features of the data 3. Codes were collated and combined into potential themes 4. Themes were reviewed to ensure they were internally coherent, consistent and distinctive 5. Themes were refined, with names and definitions generated for each 6. Important quotes were extracted from the transcripts that encapsulated these themes All of the transcripts were analysed by the lead author (J.C.). In addition, two of the other authors (S.B. and D.E.) with extensive experience in qualitative methodology independently reviewed and coded three transcripts each in an effort to minimise bias in the interpretation of the data. All members of the research team rigorously reviewed the research process. This peer verification process is a recognised method of ensuring 'trustworthiness' of the data and subsequent findings (Gibson & Brown, 2009 ).
Results
An overview of the characteristics of the sample are provided in Tables 1 and 2. The sample included individuals with varying degrees of functional impairment, ranging from mild to severe difficulties in functioning. Analyses of the qualitative data elicited themes around two topics; breadth of functional difficulties and subjective reasons for poor functioning.
[Insert Tables 1 and 2 here]
Breadth of functional difficulties
Interpersonal relationships
Participants presented with a range of impairments in their social and occupational functioning. Participants reported diminished sociability, loss of friendships, lack of interests and generally supportive but strained family relationships.
"I think it's made me more distant from friends and stuff. Which, most of them have taken personally. So yeah, I think it's distanced me a bit from other people.
They've thought I've fallen out with them when really it's just, something I can't communicate." [P11]
Time use
Participants suggested that their time use was often poor and unstructured. Many individuals reported sleeping for a large proportion of the day and spending most of their time playing online computer games, often until the early hours of the morning.
Even among those who were enrolled as college or university students, attendance and engagement was frequently poor with most citing sliding grades as a consequence.
"At the minute it's just find something to do, video games, whatever, just kinda continue existing. It's very much just a case of continuing to exist, I don't really get much done." [P8]
Functional trajectory
The specific aspects and trajectory of functional impairment varied widely between individuals. Some reported experiencing difficulties as far back as they could remember, while others reported a progressive deterioration over the preceding months.
"I didn't have that many friends at school. I felt like a bit of an outsider that didn't really fit in." [P9] "I don't know, it's different to what I was used to because I was never like that. I used to be the person that you heard before they even walked into the room and then I don't know where it came from. It's like the complete opposite to what it was." [P7]
Functioning as a treatment target
Despite exhibiting marked functional impairment, many individuals did not consider this to be a priority target for clinical treatment. Poor social functioning was seen by some as part of their identity, while others considered it as something they needed to manage for themselves. 
Subjective reasons for poor functioning
Exposure to adverse experiences
Adverse experiences, particularly exposure to bullying, neglect and abuse in childhood but also victimization in adulthood, were also believed by many of the participants to have played a causal role in the development of their symptoms and their interpersonal and academic difficulties. Mistrust of others, fear of judgement, social withdrawal and depression were all reported by participants to have arisen as a direct result of these adverse life experiences.
"I deal with it [previous history of childhood physical and sexual abuse], but yeah it probably does affect me. I think more in terms of relationships; I don't let anyone get near me. I'd rather be on my own forever, I feel like no one will ever get in…It's not nice to go through life thinking about negative stuff. I'd love to get married and have kids and have that life, but it's whether you can let somebody in so that they can get close enough." [P19]
Clinical symptoms
Negative symptoms, such as a lack of motivation and social withdrawal, were frequently cited as reasons for loss of friendships, academic problems and diminished sociability.
"I haven't got the drive [to go to college] and also, I don't know how to explain it, it's almost like, kind of going back to the don't want to be seen, don't want to talk to anyone. I guess it's easier to hide than it is to go. You know, you need to talk, you need to smile, that can be exhausting if you're not in the right frame of mind"
[P6]
Positive psychotic symptoms (including both suspiciousness and hallucinations) and social anxiety were also very common and widely considered to be barriers to functional recovery.
"If the voices come then I just go home, I won't go out anywhere, like nowhere.
I just want to be in the house." [P3]
Self-stigma
There was evidence that stigma, particularly self-stigmatising attitudes, impeded functioning. Many individuals feared they would be viewed as 'weird' by others due to their symptoms and isolated themselves as a consequence. Cognition Subjective neurocognitive and social cognitive difficulties were common, even in the absence of objective deficits on the ToM task. These were also reported by a number of individuals to have contributed to social and vocational problems they had experienced.
"I don't know how to behave. It sounds weird, but I don't know whether to be serious around them, whether to be relaxed or how to make conversation with them and stuff… Like my friend was telling me something the other day and I thought she was messing about, so I started laughing and she said "I'm being serious" and she fell out with me over it… I find it really hard to read people's emotions. Unless it's really obviously; if they're crying I know they're upset, but if they're upset and they're not making it obvious then I won't know." [P12]
[Insert Table 3 here]
Discussion
Overview of findings
We adopted a qualitative approach to investigate functioning in the UHR group.
Participants attributed their functional difficulties to a number of factors, many of which have previously been identified in the quantitative literature such as clinical symptoms, cognitive deficits and adverse and traumatic life experiences (Meyer et al., 2014; Kraan et al., 2017; Lin et al., 2011) . Self-stigmatising and dysfunctional metacognitive beliefs also emerged as themes and were frequently cited as barriers to engaging in social and vocational activities. These have received comparatively little attention in previous studies investigating functioning in the UHR group.
Based on the themes derived from this study and previous quantitative research (Cotter et al., 2014; Yung et al., 2015) , we have proposed a model that attempts to highlight the main factors driving functional impairment in the UHR group (Figure 1 ).
In this model, clinical symptoms and cognitive deficits have a direct effect on social and occupational functioning. The detrimental impact of these factors on functioning are maintained and potentially exacerbated by dysfunctional metacognitive and selfstigmatising beliefs. This can lead to low self-esteem and poor self-efficacy that further inhibits individuals from engaging in social and occupational activities. A reciprocal loop may form that drives long-term functional disability. Exposure to adverse life events such as bullying or abuse (that may occur in childhood or adulthood and also reflect ongoing revictimization) may play a causal role in the onset and persistence of psychiatric symptoms and also have damaging implications for other aspects of psychological well-being, such as self-esteem, further contributing to functional decline.
[Insert Figure 1 here]
Clinical implications
Treatments to date in the UHR group have focused on reducing subthreshold positive symptoms, preventing transition to psychotic disorder, and managing current symptoms (McGlashan et al., 2007; Stafford et al., 2013) . However, these have been shown to be largely ineffective at promoting functional recovery (Schmidt et al., 2015;  van der Gaag et al., 2013) . There is a need to develop more targeted approaches to clinical intervention that focus on improving functioning as a primary outcome. A trial of Social Recovery Cognitive Behavioural Therapy (SRCBT) is currently underway in the UHR group that seeks to increase time engaged in structured activity (such as work or study) by targeting many of the mechanisms identified in this paper, such as social anxiety and negative symptoms (Fowler et al., 2017) . Addressing unhelpful metacognitive and self-stigmatising beliefs may also assist in improving functioning in this population. Consistent with recent quantitative research, participants selfstigmatising attitudes appeared to be associated predominantly with their symptoms as opposed to any clinical 'label' (Yang et al., 2015) . Many participants complained about 'overthinking' and exhibited a preoccupation with worry associated with their clinical symptoms which resulted in them avoiding social situations. Such beliefs are common in the UHR group (Cotter, Yung, Carney, & Drake, 2017 ), suggesting strategies shown to reduce worry and modify maladaptive beliefs may be useful (Freeman et al., 2015; Morrison et al., 2014) .
Exposure to adverse and traumatic experiences, particularly in childhood but also in adulthood, was highlighted as an important patient-perceived reason for functional impairment. This emphasises the importance of assessing traumatic childhood experiences and ongoing abuse in adulthood in individuals presenting to mental health services (Cotter, Drake, & Yung, 2016; Cotter, Kaess, & Yung, 2015; Hovens et al., 2012; Varese et al., 2012) . Treatments aimed at alleviating psychological dysfunction associated with trauma have been shown to be effective in people with full-threshold psychotic disorder (van den Berg et al., 2015) . This study and previous research in this area suggest similar approaches are warranted in the UHR group and may confer benefits for both functional and symptomatic outcomes (Cotter et al., 2017a; Kraan et al., 2017) .
Strengths and limitations
This study involved detailed exploration of social and occupational functioning in the UHR group and is among the largest qualitative studies conducted in this population to date. Our sample included a diverse cross-section of individuals with different clinical profiles and varying degrees of functional impairment. We adopted a convenience sampling approach which led to an equal number of males and females in our sample, all of whom identified as being White and were fluent English speakers.
This was representative of this particular clinical service but should be an important consideration before generalizing these findings to other ethnic groups. Future research could also extend the current study by including the views of family members and carers, clinicians and those UHR individuals who are no longer using services.
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"Bullying, it's messed with me really. I didn't used to be like this [socially reclusive] until the bullying happened, then it just messed me up." [P16]
Clinical symptoms "I think mainly because I'm really anxious. I struggle to initially talk to people, then when I do I'm always the weird kid who's really silent and stuff. I've always been a bit depressed, I've always been anxious, so going and talking to people is a really, really hard thing to do for me, and the idea of making new friends, I'm really pessimistic about." [P4]
"I think it's just that I don't have the motivation to do anything, so I think that makes me feel tired. I just don't feel like doing anything".
[P14]
Self-stigma "I'm just scared with like, going up to someone and making friends, but them judging me for the way I am now. It's hard making conversation with people that you don't know, then you have the voices saying things to you and you don't want to say the wrong thing out loud and have them thinking you're some sort of weirdo." [P3]
Like I don't want to interact with people in case they think that I'm weird… like if something happened, or they noticed that something was going on." "My memory's just gone completely... people get really annoyed because I make plans and then they'll ring me like "where are you?" and I've completely forgot we were supposed to be meeting. It happens all the time at the minute. I'm surprised I've got any mates left. It's constant." [P19]
